1MROV1NC EMS-C: LOOKING TO THE FUTURE                                                        331
The Role of Primary Care
Although some (possibly most) of the demand for emergency care is associated with real needs for that level of care, many other patients seek care in emergency settings for conditions that could be treated successfully in a primary care setting. This fact significantly complicates the ability of EMS systems to respond appropriately or adequately to all patients. The GAO (1993) reports that from 1985 through 1990, visits to EDs increased 19 percent overall, chiefly in hospitals with fewer than 100 beds (30 percent) and in rural or small urban areas (respectively, 27 and 24 percent). Of the nearly 100 million ED visits in 1990, only about 17 percent were for clearly life- or limb-threatening (emergency) problems; about 40 percent were for urgent problems (needing treatment within 12 hours but not threatening life or limb). The remaining 43 percent of patients did not need immediate care and could probably have been treated in a physician's office, but lack of a primary health care provider was the main explanation for ED use.
Lack of primary care increases the numbers of patients using emergency services in two ways. When children (or adults) do not receive appropriate treatment early in the course of an illness, their condition can deteriorate to a point at which urgent care is necessary. Lack of basic preventive care such as immunizations also contributes to this need for ED care. In addition, when primary care is unavailable (or difficult to obtain), parents seek care in the ED for their children's minor illnesses and injuries. (Conversely, however, providing alternative, accessible primary care services can change ED use [Paneth et al., 1979].)
Many factors can make primary care services difficult to get, particularly for working-poor and low-income families who may lack health insurance altogether. On a very practical level, clinic and office-based services may be unavailable in the evening, on weekends, or when working parents would more easily be able to bring their children for care (Glotzer et al., 1991). This leaves the ED as the most recognizable source of care. Even among families with adequate income and health insurance, the ED may serve as a backup to regular sources of care (Chessare, 1986; Smith and McNamara, 1988; Yarboro, 1990), and for some, the ED may be especially appealing when their primary care visits are not fully reimbursed by insurance. Insurance coverage for ED visits and not for physician visits is a strong financial incentive to use an ED rather than a primary care provider. Transportation obstacles or appointment requirements may discourage use of a primary care provider by an anxious parent who is able to reach the ED more easily. For some parents, lack of telephone service is a barrier to use of appointment-based services.
Difficulties in obtaining primary care services under Medicaid posery council might be well advised to consider this issue.le objectives. It will also demand that a considerable array of difficult topics be competently addressed: who pays;1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
